All pts were RF and/or ACPA-positive, 68% had increased BMI, 31% -obesity, 8% were smokers, 25% were taking oral GCS (≤10 mg/day equivalent to prednisolone).All pts were administered SC MTX monotherapy once a week as a DMARD, starting at 10-15 mg/week, with subsequent 5 mg up-titration each 1-2 weeks (to max 30 mg/week) up to achieving the target (remission or minimum disease activity) or up to emergence of an adverse drug reaction (ADR). Folic acid (min 5 mg/week) was administered at any day(s) except for the day of SC MTX injection for ADR prophylaxis. Disease activity was scored using DAS28. GEBA were administered in pts with insufficient SC MTX clinical effect. Pts were monitored within universal institutional REMARKA program, envisaging physical examination, blood analysis and biochemistry panel (including liver enzymes and creatinine). STATISTICA 10 software was used for data processing. Results: 32 RA pts (28 females, 4 males) were included (mean disease duration 12±10 months, mean age -65,7±4,7 years, mean DAS28 score -5,6±0,9. Cumulative SCMT dose by the end of the study reached 264±180 mg). The therapeutic target (remission or minimum disease activity based on DAS28 score) was achieved in 20 pts receiving SCMT monotherpay, 12 pts required administration of GEBAs. Adverse drug reactions (ADRs) were documented in 10 pts, including cases of more than one ADR at a time: breast abscess (1), alopecia (2), diarrhea (2), skin rash (1), a metallic aftertaste (1), local post-injection reactions (1), nausea (2), elevation of liver enzymes (3), leucopenia (1), pneumonia (1). There were 5 cases of SC MTX monotherpay discontinuation (2 -temporary, and 3 -permanent). The majority of pts (88%) could manage self-injection without additional training or assistance from medical staff. Conclusions: 62,5% of aged RA pts participating in the study managed to achieve the therapeutic target after 12 months of SC MT monotherapy, although 31% ADRs rate required temporary (2)/permanent (3) SCMT discontinuation. Background: Data on the efficacy of belimumab in SLE mainly originate from large randomized clinical trials, whereas reports from real-life clinical practice are lacking. Objectives: To describe the clinical experience from the use of belimumab in Greece since the approval of the drug. Methods: Multicentre observational study of patients receiving belimumab, with documentation of disease activity (SLEDAI-2K index), achievement of low disease activity states [remission (SLEDAI-2K=0) and lupus low disease activity state (LL-DAS)], accrual of irreversible damage (SLICC damage index, SDI), number and severity of flares, and side-effects. Analyses were performed at quarterly intervals and only patients with at least 3 months of follow-up were included in the study. Results: A total of 56 patients were included [53 women (94.6%), mean (SD) age 46.3 (12.7) years]. Evidence of serologic activity (low C3/C4 and/or high anti-ds DNA) was evident in 30 patients (53.5%). Most frequent manifestations were arthritis (82.1%), inflammatory rash (73.2%), active hair loss (57.1%), mucosal ulcers (26.8%) and leukopenia (10.7%). Median (range) duration of follow-up was 9.1 (2.9 -34.6) months. We observed a significant decrease in the SLEDAI-2K, physician global assessment (PGA) and daily prednisone dose over time, starting as early as 3 months after belimumab initiation (Table 1 ). This effect was significantly more pronounced in patients who were serologically active (SA) at baseline, even after exclusion of the serologic component of the SLEDAI [median (range) clinical SLEDAI-2K for SA patients: 7 (1-24) at baseline vs. 2 (0-16) at 6 months and 2 (0-16) at 12 months, p<0.0001 and p=0.013, respectively; for serologically inactive patients: 6 (2-23) at baseline vs. 6 (0-14) at 6 months and 5 (0-18) at 12 months, p=0.017 and p=0.024, respectively]. For patients with ≥12 months of follow-up (n=20), belimumab treatment resulted in a significant decrease in flare rate [median (range) total number of flares for the 12 months before and after belimumab treatment, 3 (0-7) and 0 (0-2), respectively, p<0.0001). 10 patients (17.8%) discontinued belimumab due to inefficacy after a median (range) 7.1 (5.5 -20.4) months of therapy and 5 patients discontinued due to planned pregnancy. There were no drug discontinuations due to side-effects.
Conclusions:
In real-life clinical settings, belimumab is efficacious in controlling disease activity of SLE and permitting tapering of glucocorticoid dose. Similar to data from RCTs, this effect seems to be more pronounced in serologically active patients. Background: B-cell depletion with Rituximab (RTX) has been used since since 2000 in the treatment of Systemic Lupus Erythematosus (SLE). An issue with the use of RTX is the attrition rate due reactions during of following infusions. This can prevent re-treatment with RTX in patients with a good initial response to RTX and in whom other treatments had failed, this is especially important in SLE patients with limited biologic options. Objectives: To identify the rates and patient characteristics of infusion reactions to RTX in patients with SLE. Methods: A retrospective analysis of the SLE patient cohort receiving RTX at University College London Hospitals via examination of patient records was used to determine if there was a clinically significant reaction (from clinic letters or discharge summary) for each RTX infusion. One cycle of RTX refers to 2 infusions given 2 weeks apart. A descriptive analysis of the reaction was recorded as was the decision making surrounding the infusions. Results: Records from 151 RTX-treated patients were reviewed with 13 excluded due to missing data. 138 remaining patients (130 females and 8 males, mean age (1st infusion) =33 years; range: 16-73) received a total of 478 individual RTX infusions (between 1-9 cycles). Prior to 2007, standard of care was to receive Cyclophosphamide (CYC) with each cycle. The total rate of infusion reactions was 5.85% (23 patients had 28 reactions). Of these 4 (50%) were males, 19 females (14.6%; p=0.009, Chi square). Average number of cycles in those without, compared to with a reaction was 1.61 vs 1.64. With 1st dose, 7 patients (25%) had reactions, 19 with 2nd (67.9%). 3 patients were retreated (1 twice); 2/3 had further reactions and the 3rd two further cycles without issues. Most were not retreated. Reactions ranged from mild to severe (Table 1) . A total of 24 RTX reactions were categorized into: Immediate-unlikely immune mediated 4; likely cytokine release 7; IgE mediated 5; and bone pain reactions 2. Delayedearly (24-48hours) 1; and late (>48hours) 5; by a Clinical Allergist. 4 reactions were excluded from this analysis; 1 death as likely CYC induced (but occurred within 24 hours of RTX) and 3 due to lack of data. 
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Conclusions:
The number of previous cycles was similar in patients who reacted versus those who did not. Patients were most likely to experience a clinically significant reaction with the second infusion. Males had higher incidence of reactions. Most (19%) were immediate and the majority (79%) of immediate and delayed reactions occurred during 1st (10) and 2nd (9) cycles. The total rate of infusion reactions in this cohort was lower than previously reported however this is likely contributed to by the limitations of a retrospective review. However 64% of reactions (11/17) in this cohort were significant, necessitating cessation of infusion or hospital admission. 
